EDITORIAL
Transition from Hospital to Home: Can Pharmacists' Interventions Improve Patients' Outcomes?
Lalitha Raman-Wilms I n a 2004 study conducted in Canada, Forster and others 1 found that more than 1 in 5 patients discharged from a general medicine service to home experienced an adverse event, and 72% of the adverse events were related to medications. Other authors have reported similar findings, with adverse drug events being common in the month following discharge. 2 In a recent small Canadian study, 3 77% of patients discharged from an acute care institution had at least one drug therapy problem in the 2 weeks following discharge, linked to gaps in the transfer of medication-related information. The authors of many of these studies have suggested that close follow-up in the first few weeks after discharge could prevent many of these adverse drug events, improving patient outcomes and minimizing the expenditure of health care resources.
Intuitively, it seems that patients would benefit from care provided by a pharmacist during this transition period. In this issue of the Journal, Flanagan and others 4 describe a clinical program in which elderly patients received medication management services in their homes after discharge from hospital, with savings in health service resources during the following year. Although many studies have reported positive outcomes from provision of pharmacists' services in the home, many more have indicated otherwise, including randomized controlled trials 5 that have demonstrated an increase in hospital admissions among patients receiving such in-home care. One suggestion has been that these results may be due to better awareness of health concerns, leading to use of more resources, 5 but other issues need to be considered. Factors that may account for the conflicting evidence in this area include the type of intervention studied, the pharmacist's qualifications, and whether or not the care was provided within a collaborative context.
Studies evaluating clinical pharmacy services in the home have been published over a period of more than 3 decades. During this time, the role of the pharmacist has changed considerably. Earlier literature reflected the pharmacist's role as a consultant within established home care agencies. The pharmacist did not often work directly with the patient but instead provided information to the home care team, with a focus on medication counselling. More recently, pharmacists' services have been offered as an extension of primary care, separate from other services that the patient may receive, with a focus on medication reviews. As a consequence of this shift over time, the studies reflect the heterogeneity of pharmacists' interventions, making it difficult to compare results.
One evaluation of randomized controlled trials of pharmacist involvement in home care programs found a significant difference in the number of drug-related problems identified and the disease-specific patient health outcomes between intervention and control groups, with a few studies demonstrating a decrease in rates of hospital admission. 6 Other studies have indicated that interventions focusing solely on patient education and adherence do not affect patient outcomes, such as rates of readmission to hospital. However, interventions that include a comprehensive medication management service, 7 similar to that outlined by Flanagan and others, 4 have yielded positive patient outcomes. Previous studies and reviews used a relatively broad definition of the term "medication management", 6 but this term is more clearly defined today. Consistency in what the intervention entails and a common definition of medication management will provide a better basis for evaluations and comparisons of patients' outcomes and costs.
A second factor to consider is the difference in qualifications of the pharmacists providing care, with some studies providing enhanced training and others offering no additional training. For example, the government-funded Home Medicines Review program of Australia, 8 which is offered to patients through physician referral, involves an accredited pharmacist performing a medication review to optimize the patient's drug therapy. This review includes formally discussing the plan with the physician and the patient, implementing the plan, and providing monitoring and follow-up. Similar to accredited pharmacists or experienced pharmacists who have undertaken a specific education program or examination, pharmacists working in hospitals often undergo specialized training, usually through a formal residency program. More recently, the experience of pharmacists working in primary care has highlighted the importance of a unique set of skills required to provide effective patient care in this setting. Analysis of these experiences has led to creation of the ADAPT program for pharmacists (Adapting Pharmacist Skills and Approaches to Maximize Patients' Drug Therapy Effectiveness). 9 Similarly, pharmacists may require specialized training if they are to provide effective care in patients' homes.
One enabler allowing provision of pharmacists' services in the home, which is commonly cited in the literature, is an effective relationship between the physician and the pharmacist, as well as between the patient and the pharmacist. 7 The findings of various studies have indicated that care provided in collaboration with other team members (often a physician working closely with a pharmacist or a nurse) results in better patient outcomes than care provided by one health care professional working alone. 10 This highlights the importance of working collaboratively with both the patient and his or her health care team, since effective communication and collaboration between the pharmacist and other members of the interprofessional team are key to successful patient outcomes.
In their description of the medication management program, Flanagan and others 4 highlight the importance of the pharmacist providing patient care in the home shortly after discharge from hospital. The problem of adverse events after discharge may be magnified in elderly patients, who typically have more comorbidities and are taking many more medications than younger patients. Given Canada's aging population, the importance of establishing programs for elderly patients who are being transferred from hospital to home and the role of these programs in minimizing adverse drug events and readmissions will only increase.
To achieve better patient outcomes and to generate a greater return on investment, consideration should be given to well-defined interventions (including a comprehensive medication management program), clear qualifications to provide home-based care, and close collaboration and communication with patients, physicians, and other members of the patient's health care team.
